Approximately a century ago, Francis Peabody taught that "the secret of the care of the patient is in caring for the patient." 1 His advice remains true today. Despite the advent of novel diagnostic tests, technologically sophisticated interventional procedures, and life-saving medications, perhaps the most important skill a bedside clinician can use is the ability to connect with patients.
The literature on patient-physician interaction is vast [2] [3] [4] [5] [6] [7] [8] [9] [10] [11] and generally indicates that exemplary bedside clinicians are able to interact well with patients by being competent, trustworthy, personable, empathetic, and effective communicators. "Etiquette-based medicine," first proposed by Kahn, 12 emphasizes the importance of certain behaviors from physicians, such as introducing yourself and explaining your role, shaking hands, sitting down when speaking to patients, and asking open-ended questions. Yet, improving patient-physician interactions remains necessary. A recent systematic review reported that almost half of the reviewed studies on the patient-physician relationship published between 2000 and 2014 conveyed the idea that the patient-physician relationship is deteriorating. 13 As part of a broader study to understand the behaviors and approaches of exemplary inpatient attending physicians, [14] [15] [16] we examined how 12 carefully selected physicians interacted with their patients during inpatient teaching rounds.
METHODS

Overview
We conducted a multisite study using an exploratory, qualitative approach to inquiry, which has been described previously. [14] [15] [16] Our primary purpose was to study the attributes and behaviors of outstanding general medicine attendings in the setting of inpatient rounds. The focus of this article is on the attendings' interactions with patients.
We used a modified snowball sampling approach 17 to identify 12 exemplary physicians. First, we contacted individuals throughout the United States who were known to the principal investigator (S.S.) and asked for suggestions of excellent clinician educators (also referred to as attendings) for potential inclusion in the study. In addition to these personal contacts, other individuals unknown to the investigative team were contacted and asked to provide suggestions for attendings to include in the study. Specifically, the US News & World Report 2015 Top Medical Schools: Research Rankings, 18 which are widely used to represent the best U.S. hospitals, were reviewed in an effort to identify attendings from a broad range of medical schools. Using this list, we identified other medical schools that were in the top 25 and were not already represented. We contacted the division chiefs of general internal (or hospital) medicine, chairs and chiefs of departments of internal medicine, and internal medicine residency program directors from these medical schools and asked for recommendations of attendings from both within and outside their institutions whom they considered to be great inpatient teachers.
This sampling method resulted in 59 potential participants. An internet search was conducted on each potential participant to obtain further information about the individuals and their institutions. Both personal characteristics (medical education, training, and educational awards) and organizational characteristics (geographic location, hospital size and affiliation, and patient population) were considered so that a variety of organizations and backgrounds were represented. Through this process, the list was narrowed to 16 attendings who were contacted to participate in the study, of which 12 agreed. The number of attendings examined was appropriate because saturation of metathemes can occur in as little as 6 interviews, and data saturation occurs at 12 interviews. 19 The participants were asked to provide a list of their current learners (ie, residents and medical students) and 6 to 10 former learners to contact for interviews and focus groups.
Data Collection Observations
Two researchers conducted the one-day site visits. One was a physician (S.S.) and the other a medical anthropologist (M.H.), and both have extensive experience in qualitative methods. The only exception was the site visit at the principal investigator's own institution, which was conducted by the medical anthropologist and a nonpracticing physician who was unknown to the participants. The team structure varied slightly among different institutions but in general was composed of 1 attending, 1 senior medical resident, 1 to 2 interns, and approximately 2 medical students. Each site visit began with observing the attendings (n = 12) and current learners (n = 57) on morning rounds, which included their interactions with patients. These observations lasted approximately 2 to 3 hours. The observers took handwritten field notes, paying particular attention to group interactions, teaching approaches, and patient interactions. The observers stood outside the medical team circle and remained silent during rounds so as to be unobtrusive to the teams' discussions. The observers discussed and compared their notes after each site visit.
Interviews and Focus Groups
The research team also conducted individual, semistructured interviews with the attendings (n = 12), focus groups with their current teams (n = 46), and interviews or focus groups with their former learners (n = 26). Current learners were asked open-ended questions about their roles on the teams, their opinions of the attendings, and the care the attendings provide to their patients. Because they were observed during rounds, the researchers asked for clarification about specific interactions observed during the teaching rounds. Depending on availability and location, former learners either participated in in-person focus groups or interviews on the day of the site visit, or in a later telephone interview. All interviews and focus groups were audio recorded and transcribed.
This study was deemed to be exempt from regulation by the University of Michigan Institutional Review Board. All participants were informed that their participation was completely voluntary and that they could refuse to answer any question.
Data Analysis
Data were analyzed using a thematic analysis approach, 20 which involves reading through the data to identify patterns (and create codes) that relate to behaviors, experiences, meanings, and activities. The patterns are then grouped into themes to help further explain the findings. 21 The research team members (S.S. and M.H.) met after the first site visit and developed initial ideas about meanings and possible patterns. One team member (M.H.) read all the transcripts from the site visit and, based on the data, developed a code- Mean years in practice (range) 26 book to be used for this study. This process was repeated after every site visit, and the coding definitions were refined as necessary. All transcripts were reviewed to apply any new codes when they developed. NVivo ® 10 software (QSR International, Melbourne, Australia) was used to assist with the qualitative data analysis.
To ensure consistency and identify relationships between codes, code reports listing all the data linked to a specific code were generated after all the field notes and transcripts were coded. Once verified, codes were grouped based on similarities and relationships into prominent themes related to physician-patient interactions by 2 team members (S.S. and M.H.), though all members reviewed them and concurred.
RESULTS
A total of 12 attending physicians participated ( Table 1) . The participants were from hospitals located throughout the U.S. and included both university-affiliated hospitals and Veterans Affairs medical centers. We observed the attending physicians interact with more than 100 patients, with 3 major patient interaction themes emerging. Table 2 lists key approaches for effective patient-physician interactions based on the study findings.
Care for the Patient's Well-Being
The attendings we observed appeared to openly care for their patients' well-being and were focused on the patients' wants and needs. We noted that attendings were generally very attentive to the patients' comfort. For example, we observed one attending sending the senior resident to find the patient's nurse in order to obtain additional pain medications. The attending said to the patient several times, "I'm sorry you're in so much pain." When the team was leaving, she asked the intern to stay with the patient until the medications had been administered.
Learners noticed when an attending physician was especially skilled at demonstrating empathy and patient-centered care. While education on rounds was emphasized, patient connection was the priority. One learner described the following: "… he really is just so passionate about patient care and has so much empathy, really. And I will tell you, of all my favorite things about him, that is one of them..."
The attendings we observed could also be considered patient advocates, ensuring that patients received superb care. As one learner said about an attending who was attempting to have his patient listed for a liver transplant, "He is the biggest advocate for the patient that I have ever seen." Regarding the balance between learning biomedical concepts and advocacy, another learner noted the following: "… there is always a teaching aspect, but he always makes sure that everything is taken care of for the patient…"
Building rapport creates and sustains bonds between people. Even though most of the attendings we observed primarily cared for hospitalized patients and had little long-term continuity with them, the attendings tended to take special care to talk with their patients about topics other than medicine to form a bond. This bonding between attending and patient was appreciated by learners. "Probably the most important thing I learned about patient care would be taking the time and really developing that relationship with patients," said one of the former learners we interviewed. "There's a question that he asks to a lot of our patients," one learner told us, "especially our elderly patients, that [is], 'What's the most memorable moment in your life?' So, he asks that question, and patient [s] open up and will share."
The attendings often used touch to further solidify their relationships with their patients. We observed one attending who would touch her patients' arms or knees when she was talking with them. Another attending would always shake the patient's hand when leaving. Another attending would often lay his hand on the patient's shoulder and help the patient sit up during the physical examination. Such humanistic behavior was noticed by learners. "She does a lot of comforting touch, particularly at the end of an exam," said a current learner.
Consideration of the "Big Picture"
Our exemplary attendings kept the "big picture" (that is, the patient's overall medical and social needs) in clear focus. They behaved in a way to ensure that the patients understood the key points of their care and explained so the patients and families could understand. A current learner said, "[The attending] really makes sure that the patient understands what's going on. And she always asks them, 'What do you understand, what do you know, how can we fill in any blanks?' And that makes the patient really involved in their own care, which I think is important." This reflection was supported by direct observations. Attendings posed the fol- • Talk with the patient about topics other than medicine to form a bond.
• Use touch to comfort the patient.
• Explain so the patient and family can understand.
• Use teach-back techniques to ensure the patient and family understand the plan.
• Consider what the patient needs in the outpatient setting upon discharge.
• Inquire about the patient's social situation and support system to anticipate problems the patient may face in the outpatient setting.
Respect for the Patient
• Shake hands with the patient when entering and exiting the room.
• Introduce the team members who are present or have them introduce themselves to the patient.
• Leave the room and the patient the way they were found.
• Consider using appropriate humor to make the patient or family members feel more comfortable.
• Speak with the patient at eye level by either sitting or kneeling when the patient is lying in bed.
lowing questions at the conclusion of patient interactions:
"Tell me what you know." "Tell me what our plan is." "What did the lung doctors tell you yesterday?" These questions, which have been termed "teach-back" and are crucial for health literacy, were not meant to quiz the patient but rather to ensure the patient and family understood the plan. We noticed that the attendings effectively explained clinical details and the plan of care to the patient while avoiding medical jargon. The following is an example of one interaction with a patient: "You threw up and created a tear in the food tube. Air got from that into the middle of the chest, not into the lungs. Air isn't normally there. If it is just air, the body will reabsorb [it] ... But we worry about bacteria getting in with the air. We need to figure out if it is an infection. We're still trying to figure it out. Hang in there with us." One learner commented, "… since we do bedside presentations, he has a great way of translating our gibberish, basically, to real language the patient understands."
Finally, the attendings anticipated what patients would need in the outpatient setting. We observed that attendings stressed what the next steps would be during transitions of care. As one learner put it, "But he also thinks ahead; what do they need as an outpatient?" Another current learner commented on how another attending always asked about the social situations of his patients stating, "And then there is the social part of it. So, he is very much interested [in] where do they live? What is their support system? So, I think it has been a very holistic approach to patient care."
The attendings we observed were steadfastly respectful toward patients. As one attending told us, "The patient's room is sacred space, and it's a privilege for us to be there. And if we don't earn that privilege, then we don't get to go there." We observed that the attendings generally referred to the patient as Mr. or Ms. (last name) rather than the patient's first name unless the patient insisted. We also noticed that many of the attendings would introduce the team members to the patients or ask each member to introduce himself or herself. They also tended to leave the room and patient the way they were found, for example, by pushing the patient's bedside table so that it was back within his or her reach or placing socks back onto the patient's feet.
We noted that many of our attendings used appropriate humor with patients and families. As one learner explained, "I think Dr.
[attending] makes most of our patients laugh during rounds. I don't know if you noticed, but he really puts a smile on their face[s] whenever he walks in. … Maybe it would catch them off guard the first day, but after that, they are so happy to see him."
Finally, we noticed that several of our attendings made sure to meet the patient at eye level during discussions by either kneeling or sitting on a chair. One of the attendings put it this way: "That's a horrible power dynamic when you're an inpatient and you're sick and someone's standing over you telling you things, and I like to be able to make eye contact with people, and often times that requires me to kneel down or to sit on a stool or to sit on the bed. … I feel like you're able to connect with the people in a much better way…" Learners viewed this behavior favorably. As one told us, "[The attending] gets down to their level and makes sure that all of their questions are answered. So that is one thing that other attendings don't necessarily do." DISCUSSION In our national, qualitative study of 12 exemplary attending physicians, we found that these clinicians generally exhibited the following behaviors with patients. First, they were personable and caring and made significant attempts to connect with their patients. This occasionally took the form of using touch to comfort patients. Second, they tended to seek the "big picture" and tried to understand what patients would need upon hospital discharge. They communicated plans clearly to patients and families and inquired if those plans were understood. Finally, they showed respect toward their patients without fail. Such respect took many forms but included leaving the patient and room exactly as they were found and speaking with patients at eye level.
Our findings are largely consistent with other key studies in this field. Not surprisingly, the attendings we observed adhered to the major suggestions that Branch and colleagues 2 put forth more than 15 years ago to improve the teaching of the humanistic dimension of the patient-physician relationship. Examples include greeting the patient, introducing team members and explaining each person's role, asking open-ended questions, providing patient education, placing oneself at the same level as the patient, using appropriate touch, and being respectful. Weissmann et al. 22 also found similar themes in their study of teaching physicians at 4 universities from 2003 to 2004. In that study, role-modeling was the primary method used by physician educators to teach the humanistic aspects of medical care, including nonverbal communication (eg, touch and eye contact), demonstration of respect, and building a personal connection with the patients. 22 In a focus group-based study performed at a teaching hospital in Boston, Ramani and Orlander 23 concluded that both participating teachers and learners considered the patient's bedside as a valuable venue to learn humanistic skills. Unfortunately, they also noted that there has been a decline in bedside teaching related to various factors, including documentation requirements and electronic medical records. 23 Our attendings all demonstrated the value of teaching at a patient's bedside. Not only could physical examination skills be demonstrated but role-modeling of interpersonal skills could be observed by learners.
Block and colleagues 24 observed 29 interns in 732 patient encounters in 2 Baltimore training programs using Kahn's "etiquette-based medicine" behaviors as a guide. 12 They found that interns introduced themselves 40% of the time, explained their role 37% of the time, touched patients on 65% of visits (including as part of the physical examination), asked open-ended questions 75% of the time, and sat down with patients during only 9% of visits. 24 Tackett et al. 7 observed 24 hospitalists who collectively cared for 226 unique patients in 3 Baltimore-area hospitals. They found that each of the following behaviors was performed less than 30% of the time: explains role in care, shakes hand, and sits down. 7 However, our attendings appeared to adhere to these behaviors to a much higher extent, though we did not quantify the interactions. This lends support to the notion that effective patient-physician interactions are the foundation of great teaching.
The attendings we observed (most of whom are inpatient based) tended to the contextual issues of the patients, such as their home environments and social support. Our exemplary physicians did what they could to ensure that patients received the appropriate follow-up care upon discharge.
Our study has important limitations. First, it was conducted in a limited number of US hospitals. The institutions represented were generally large, research-intensive, academic medical centers. Therefore, our findings may not apply to settings that are different from the hospitals studied. Second, our study included only 12 attendings and their learners, which may also limit the study's generalizability. Third, we focused exclusively on teaching within general medicine rounds. Thus, our findings may not be generalizable to other subspecialties. Fourth, attendings were selected through a nonexhaustive method, increasing the potential for selection bias. However, the multisite design, the modified snowball sampling, and the inclusion of several types of institutions in the final participant pool introduced diversity to the final list. Former-learner responses were subject to recall bias. Finally, the study design is susceptible to observer bias. Attempts to reduce this included the diversity of the observers (ie, both a clinician and a nonclinician, the latter of whom was unfamiliar with medical education) and review of the data and coding by multiple research team members to ensure validity. Although we cannot discount the potential role of a Hawthorne effect on our data collection, the research team attempted to mitigate this by standing apart from the care teams and remaining unobtrusive during observations.
Limitations notwithstanding, we believe that our multisite study is important given the longstanding imperative to improve patient-physician interactions. We found empirical support for behaviors proposed by Branch and colleagues 2 and Kahn 12 in order to enhance these relationships. While others have studied attendings and their current learners, 22 we add to the literature by also examining former learners' perspectives on how the attendings' teaching and role-modeling have created and sustained a lasting impact. The key findings of our national, qualitative study (care for the patient's well-being, consideration of the "big picture," and respect for the patient) can be readily adopted and honed by physicians to improve their interactions with hospitalized patients.
